This chapter describes the background to some demographic circumstances of importance for the development of public health and for understanding this. The circumstances considered are demographic
development and changes in civil status, family formation, educational level and socioeconomic distribution. The time perspective varies somewhat but covers mainly the past few decades.
Background factors that may be used to describe differences in health between different population groups are gender and age, civil status, ethnic background, socioeconomic affiliation and education. The size and composition of population groups change over time, however. Thus they are not entirely comparable from one point to another; this in turn makes it difficult to interpret health development and to judge social and other differences in health at different points in time.
The chapter shows that age structure in the population has changed over time and that an increasing proportion of people are elderly. Family structures have also changed; the proportion of marriages contracted varies over time, but has decreased and, instead, partnerships have become more common. Moreover, an increasing proportion of marriages lead to divorce and more and more children live with a single parent. Living alternately with one parent or the other has also become more common.
National education levels have risen; both uppersecondary and academic education has become more usual. In addition, the structural reformation of commerce and industry has brought about raised education requirements. Taken together, these changes have led to changes in the composition of socioeconomic groups. The proportion of untrained labour has declined and the proportion of white-collar workers at middle and upper levels has increased.
An ageing population
The composition and development of a population is determined by long-term trends in fertility, mortality and migration. During the entire twentieth century, demographic development was marked by increasing average length of life and decreased birth rate. In the latter part of the twentieth century, immigration also played an increasing part. The number of inhabitants in Sweden passed the nine-million mark in 2004. Approximately 1.8 million have foreign backgrounds and just over one million of these were born abroad.
Since the 1950s Sweden has had extensive immigration. In the 1950s and 1960s there came a wave of European immigrants and refugees -chiefly labour-force immigrants from our Nordic neighbouring countries, most Finland. Immigration during the 1980s and 1990s on the other hand consisted chiefly of refugees and relations of refugees from countries outside Europe and from the Balkans. Particularly refugee immigrants from countries outside Europe find it difficult to become established on the Swedish labour market and often have low socioeconomic status.
The national age structure is above all a result of the variation in numbers born. If immigration is large in some years this partly influences the form of the age pyramid. The high birth rates during the 1940s, in the mid-1960s and during the early 1990s leave clear impressions in the age pyramid ( Figure 2 At the end of 2003 the population consisted of 50.5% women and 49.5% men. Interestingly, there were 137,000 more men than women aged up to 63, while from 63 and older there were just over 221,000 more women than men.
Sweden has long had an ageing population. The proportion of people over 65 years of age increased from 10% of the population in 1950 to 17% in 2003 and it is estimated that it will rise to 23% in 2050 according to a Statistics Sweden population forecast [1] . Between 2004 and 2050, men's average life expectancy is expected to increase by 5.5 years (from 78.1 to 83.6) and women's by 3.7 years (from 82.5 to 86.2).
The proportion of older inhabitants in Sweden is going to increase. Until 2025 the whole of the increase will consist of pensioners, according to Statistics Sweden's calculations, while other age groups will decrease in absolute numbers. Between 2005 and 2050 the ageing process will be further reinforced, and the population increase will then be in the very oldest group, i.e. 80 years and older ( Figure 2 :2). This will entail increased demands on, above all, care services for the elderly but also on the health services. 
Increasing proportion of old people in many European countries
The trend towards an increasing proportion of old people is similar in many European countries in consequence of very low fertility and high average length of life. According to a UN forecast of populations until 2040, almost every third person in Europe will then be 65 or older. In 2000 Sweden had the highest proportion of people aged 65 and older in all the OECD countries. In 2040 more countries will have equally high or considerably higher proportions. Figure 2 :3 shows the old-age dependency ratio for 2000 and the forecast until 2040 regarding the population aged over 65 in relation to that aged between 20 and 64. If current tendencies continue, most of these countries will have a very heavy burden of health care and care for the elderly in 40 years' time.
Large regional differences in Sweden
Age-distribution differs strongly among the Swedish municipalities. The metropolitan suburban municipalities have the youngest population, with only 13% older than 65 years. In the sparsely-populated municipalities, mainly in the north of Sweden, however, almost 24% of the population are over 65 years. The highest proportion of people of working ages (20-64) live in the big cities and adjacent municipalities ( Gender distribution is also uneven, regionally. Women of wage-earning ages have left the sparsely-populated municipalities to a larger extent than men have, to move to metropolitan areas.
The proportion of people born abroad also varies greatly. In the big cities, some 20% of the inhabitants were born abroad, while the lowest proportion, just under 5%, live in the sparsely-populated and rural municipalities.
The family concept is changing
The family situation is of great importance -not least for the material aspects of welfare where the number of breadwinners and the number to be provided for are of vital importance. The family is also important for its social, community spirit and the support family members can give one another. Married people or those living in partnership relations, for example, enjoy better health than people who live alone, as many studies show.
Both for mortality and self-rated health, there is a pattern in which divorced people have relatively the highest mortality and the worst health; while the situation is the reverse for married people. Unmarried people come somewhere in between. People living alone have higher mortality than people living together. Single parents, particularly mothers, have higher mortality and, in addition, more often report impaired health than do people living together. That people living alone have worse health than those living together may often be explained by the fact that their socio-economic situation is poorer even though it is not possible to say with certainty what actually causes what [2] .
New patterns for living together
Between 50,000 and 55,000 marriages a year were contracted during the 1950s and 1960s according to Statistics Sweden [3] . During the 1970s partnership relationships became increasingly common and the number of new marriages declined drastically. During the 1980s and 1990s the number of new marriages has fluctuated between 32,000 and 35,000 a year.
It is also significant that divorces have increased markedly. Of marriages contracted in 1955, 12% had been dissolved after 15 years, while of those contracted in 1985, 30% had been dissolved after 15 years.
In Sweden and other Nordic countries the level of divorce is relatively high, around 50% of all marriages ending in divorce. However there are no statistics concerning partnership relationships except where there are children in the household. During the past few decades what is termed ''singleship'' (single households) has become increasingly common, particularly in the metropolitan areas. Figure 2 :4 shows the population by civil state.
Child families
In Sweden there are just over 1 million (1,075,700) child families with a total of 1,930,000 children aged 0-17 years living at home. In most cases the parents are living together -either as married or as partners with their own children. The next most common type is families with a single mother, and least common is families with a single father. At the end of 2002, 73% of children aged 0-17 lived with both their parents, 5% with one parent and a stepparent and 22% with a single parent (Figure 2:5 ). Of the children living with a single parent, 90% are registered with the mother.
Children registered with their fathers are often somewhat older than those who live with their mothers. Of teenage boys (13-17 years), 6% live with a single father [4] . Of children with separated parents, 18% lived alternately with each parent in 2002. This is considerably more than at the beginning of the 1990s when only 4% lived alternately with each parent [5] . Alternate living by child's age is shown in Figure 2 :6. Note that it is more common for boys up to the age of 15 to live alternately with each parent than for girls to do so. Divorce is more common among childless couples than among couples with children and the risk of divorce among such couples declines the more children they have. It is almost twice as common for children whose parents are partners to experience a separation than for children whose parents are married. Children who live in families where one of the parents has children from an earlier relationship, more often experience a further separation of parents than those living in traditional nuclear families. This applies irrespective of whether the parents are partners or spouses.
There are also certain regional differences. In southern Sweden for example more children live with their biological parents than is the case in central Sweden (4) .
Educational level raised
When analysing social differences there is common to divide the population by educational background. Education is both a resource and an important component of human welfare since good education gives better opportunities for working and earning one's upkeep. Jobs requiring higher education are, in addition, often favourable from a health point of view. They are seldom physically heavy, the working environment is seldom dirty or noisy and work tasks are often stimulating.
Research shows unequivocally that people with a lower level of education run a higher risk of affliction disease and premature death than those with a high education. This is largely explained by the socioeconomic position people with low education often have; but education per se has also proved to be of significance for health. This effect obtains in all socioeconomic and vocational groups [6] .
The national educational level has changed appreciably since the beginning of the 1960s when the compulsory nine-year comprehensive school (primary school) was introduced. Differences between the generations are therefore great. In the mid-1970s half the adult population had at most compulsory comprehensive-school education. The proportion was scarcely one-fifth at the beginning of the 2000s.
Women's educational level has risen more than men's. Since 1975 the proportion of women with post-upper-secondary education (tertiary education) has increased almost fivefold. In 2003 about 25% aged 25-64 had a tertiary education compared with 6% in 1975. Among men, about 20% had a tertiary In the large cities, the proportion with tertiary education of at least three years (often academic degrees) is considerably higher than in the other regions where, instead, the proportion with relatively short education is higher. The level of education is connected with the economic structure of the region; for example whether sectors requiring highlyeducated staff are represented. If not, highly educated people move to places where they can obtain qualified work, most frequently larger cities. Access to a regional university is also significant.
The socioeconomic groups are changing
The measure socioeconomic classification (SEC) [7] is used to describe and analyse the social structure of a society and differences in health between social groups. In earlier register analyses of social differences in mortality or of other details, a socioeconomic classification (SEC) was established on the basis of the periodic population and dwelling censuses (FoB). The last population and dwelling census, however, took place in 1990 (FoB90) and is therefore no longer current. SEC grouping can now be created only with interviews or survey data as a basis. Here, the particulars necessary for such grouping are gathered directly from the persons in the selection.
The composition and size of the socioeconomic groups change over time partly as a consequences of an ongoing economic structural change in which certain occupations disappear and new ones grow up. Heavy manual labour, for example, has largely disappeared and educational requirements have increased in consequence of this structural change and of technological development.
During the past three decades the group lower blue-collar workers (i.e. workers without vocational training) has decreased while the group white-collar workers at middle and upper levels has increased (Figure 2:8) . The group others -students, self employed people etc -has also increased somewhat. The group male upper blue-collar workers and male lower white-collar workers has remained about the same size during the past 20 years. The group female upper blue-collar workers has increased somewhat while female lower white-collar workers decreased during the same period. 1 These changes mean that the socioeconomic groups are not fully comparable over time, and this complicates the interpretation of social differences at different points. If a health problem increases in a socioeconomic group that represents a decreasing part of the population, the problem does not necessarily become larger from the public health viewpoint, and, moreover, it becomes harder to determine whether the social differences in health are increasing or decreasing.
Educational level varies greatly within the socioeconomic groups. The proportion with at most nine years' primary education or less has decreased considerably since the 1980s in all socioeconomic groups. In 2003 about 25% of lower blue-collar workers had only primary education, compared with just over half at the beginning of the 1980s. Graduate courses (at least three years' tertiary education) became more common during the same period but this tendency applies chiefly to whitecollar workers: the proportion of graduates among upper white-collar workers increased from just over 50% to just over 65%. Among white-collar workers at intermediate level the proportion of graduates increased from 12% to 20%.
